All the other lesions are in the skin; they are light red in colour, diffuse in outline, and slightly raised above the surface, forming pad-like masses due to a compact cellular infiltration of the dermis, with cells of a lymphoid character, but variable in size and form. The distribution of the cell-masses in the dermis is unusual, but the loose reticular arrangement and the angular form of many cells is strongly suggestive of mycosis fungoides.
The differential diagnosis lies between that disease and sarcoma. The microscopic structure favours the former view, which is supported by the effect of X-rays in causing one tumour to disappear and another on the right breast, first treated experimentally, to be considerably diminished in size. Nor do the lesions conform to any of the recognized varieties of primary sarcoma of the skin.
The Wassermann reaction is negative. The patient, a girl aged 17, was admitted to hospital April 30, 1931, with a severe attack of typhoid fever, complicated by intestinal hmmorrhage, and followed by a relapse on the fortieth day. The stria were first seen on June 19, the sixtyeighth day of disease, and four days after the temperature had become normal after the relapse. They extended from the level of the fifth dorsal to that of the first lumbar Strie atrophice of the back, following typhoid fever (Dr. J. D. Rolleston's Case). vertebra, were transverse in direction, pinkish or livid in colour and depressed below the level of the normal skin. They were from 4 in. to Ii in. long and about ' in. broad, and were much more numerous on the right than on the left side. The Proceedings of the Royal Society of Medicine 4 patient also showed a marked degree of post-febrile alopecia. This localization on the back is distinctly rare. Striae atrophicle are liable to occur after any of the acute infectious diseases, particularly after typhoid.' I have also seen wellmarked striae on the back after scarlet fever. The histological condition is a breaking up of elastic tissue; whether that is due to the typhoid toxin or not I am unable to say, nor can I say whether there is a mechanical factor. Another suggestion is that a constitutional factor is present.
Richard H., aged 17, was admitted to the Eastern Hospital, Homerton, October 28, 1908, suffering from typhoid fever. He had been ill since October 21.
He exhibited the characteristic signs of the disease (fever, rose-spots, enlarged spleen, diarrhcea, positive serum-reaction). The attack was not a severe one and the patient was progressing favourably when, oni November 25, symptomshighly suggestive of peritonitis arose. It was not thought, however, that perforation had occurred. Varying abdominal symptoms continued, but had passed off by December 10. On December 14 the patient was seized with symptoms extremely suggestive of perforation, and he became so collapsed that it was not thought advisable to operate. Subsequently there were signs of inflammation in the region of the appendix, but they gradually passed off. During December the patient had a slight attack of nephritis. He became extremely emaciated and was troubled with boils. He gradually recovered and was discharged in a fair state ofhealth on April 8, 1909, after a stay in the hospital of over five months.
The atrophic lines were first noticed on January 25, during the thirteenth to fourteenth week of the illness. On that day the lesions were parallel lines, which stretched right across the back in the dorsal, lumbar and sacral regions. The widest were one and a quarter inches broad. Similar, but shorter and narrower, lines were to be seen on the hips from the iliac crests to the trochanters; also on the front of the knees. There were some slighter lines on the external aspects of the elbows and the posterior parts of the lowest ribs. There were also two, three-quarters of an inch broad, on each side of the lower and front part of the chest, along the borders of ribs.
The strive were all pink in colour and were striated transversely. They were slightly below the level of the rest of the skin.
Discussion.-Dr. F. PARKES WEBER said that cutaneous strie on the thorax, like those in Dr. Rolleston's case, had especially been observed in connection with chest diseases, for instance, pleuritic effusions in association with Hodgkin's disease. In each case of cutaneous strife he thought a mechanical factor was present which determined the position where the striFe would occur; this was chiefly where the skin was stretched over a convexity, such as about the patella (over the bent knee); if on the trunk, the position of the strie was determined by the posture of the patient and the arrangement of pillows in bed during the m-ore severe part of the illness. He felt convinced that the toxins of typhoid fever or the typhoid state acted like a temporary artificial constitutional factor. He referred to a severe case of typhoid fever, in which, unfortunately, abscesses arose at the sites of camphor oil injections. When these were incised the incisions gaped in a remarkable way, as if the skin were unnaturally stretched. The patient made a good recovery.2
The PRESIDENT asked whether any Member knew whether rupture of the elastic fibres of the skin had been described histologically. Dr. H. G. ADAMSON said he did not think that stretching of the skin from overdistension was a sufficient explanation of strie atrophief. They were sometimes seen, in young adtltS especially, without any history of previous illness or of rapid increase in bulk. He regarded i See also Proceedings, 1926-7, xx, Sect. Dis. in Child. 9, J. D. Rolleston, " Strive Patellares following Typhoid Fever." 0 2 views greater length, see F. Parkes Weher, Brit. Jo urn. Dermi. and Syph., 1917, xxix, pp. 247-253. When " stria atrophiea " occur in apparently healthy persons, who are not specially obe3e, they appear generally over convex surfaces when rapid growth is in progress; in rare cases there may be a constitutional factor present of unknown nature. the strie as the result of destruction of the elastic fibres bv some obscure toxic condition. In cases seen at an early stage the strie were of a dusky red colour suggesting a primary inflammatory state. It was, perhaps, difficult to explain the occurrence of the strie along the "lines of cleavage" without supposing that they were due to stretching, but possibly stretching was only a minor factor. Distribution along the line of cleavage was observed in other skin affections, in pityriasis rosea, for example.
Dr. GOODALL (in reply) said he did not think there could have been stretching in these instances. The most remarkable case of the kind he had seen was when he was clinical clerk at Guy's Hospital. It was in a young woman (under the care of Dr. Moxon) who had extreme dropsy of both body and limbs, and it was thought that the lines were due to stretching of the skin.
Diffuse Symmetrical Granuloma. ? Sarcoid.-W. N. GOLDSMITH, M.D. F. S., female, aged 55. First seen July 15, 1931, complaining of a symmetrical eruption on the elbows, forearms and knees, of twelve months' duration. She was kept awake by gnawing pains in the arms and legs over an area roughaly corresponding with the eruption. She had been treated for some time at the heart hospital for valvular disease, but had not recently-been taking any medicine. There is no personal or family history of tuberculosis.
On examination.-The eruption was seen to consist of soft bluish-mauve plaques, symmetrically distributed over the extensor surface of the elbows, the ulnar surface of the forearms, extensor aspect of the knees and slightly on the front of the ankles. In some parts these plaques were hardly raised or altered in consistency from the normal skin, and appeared to be simply the result of congestion. In other parts, however, they were felt to be definitely infiltrated and diascopy revealed yellowishbrown nodules very like those of lupus vulgaris, but moderate pressure over them with a semi-sharp match-stick could not break through the overlying skin.
Heart. -Valvular disease. Throat.-Normal.
Investigations.-Wassermann reaction negative. Tuberculin test (intradermic) one in a million and one in a hundred-thousand, negative. Blood-count normal.
Biopsy.-A nodule was removed from the neighbourhood of the left elbow. A microscopic section shows deep in the cutis rather well-defined masses of cells, often enclosing a hair-follicle. These cells appear to comprise lymphocytes, plasma cells and fibroblasts.
Treatment.-Mercuric iodide mixture given for a fortnight had no influence. A few injections of bismuth metal caused excessively painful swellings and were followed by the appearance of a few new plaques on the left ankle.
September 23.-Intravenous injections of sodium morrhuate 3% were begun with the idea that the eruption might be sarcoid. She has also had luminal gr. 1 every night.
September 30.-She complaited of severe occipital headaches and the persistence of the gnawing pains which were still confined to the areas showing the eruption.
Since beginning the sodium morrhuate injections there has been a marked and steady improvement, the lesions becoming flatter and paler.
The appearance on diascopy, the histology, the negative tuberculin reaction and the favourable response to sodium morrhuate are in favour of the condition being a sarcoid. Unusual features are its extensive symmetrical distribution, its vague outline and the degree of venous congestion; the latter may be attributable to her heart disease.
Di8cu8sion.-Dr. ]BARBER agreed with the suggestion that this was sarcoid; in one of Schaumann's papers there were illustrations of a similar case. The PRESIDENTr agreed with Dr. Goldsmith's diagnosis; the section was very typical of the condition. In the Jesions which were beginning to show atrophy the giant cells seemed to disappear, and one did not see the typical picture as in the large tumour-like forms of sarcoid.
